(2) Obstruction in small intestine. Dr. Shires reported: "Bismuth meal arrested just above ileo-caBca valve." (Radiograms shown.) At operation, Mr. Twistington Higgins found the small intestine distended and the large intestine collapsed. A knuckle of ileum 4 in. from the ilbo-cecal valve escaped from some unlocated area of obstruction in the lower abdomen. On the peritoneal surface of the loop was a slight abrasion as though a soft congenital adhesion had been separated at this point.
Subsequent Course.-The jaunhice disappeared and recovery was satisfactory. The infant is now of normal appearance and takes food well.
We are greatly indebted to Dr. C. A. Keogh for the preparation of the illustrations. ).-V. W., aged 5 years, admitted to the London Hospital in October, 1927, with a history of one week's swelling of glands of neck, and feverishness at night, three days' pain in right upper abdomen, and of one day's rapid, embarrassed respiration, witb troublesome cough and some vomiting.
Pneumonia, Empyema, Nephritis and
Previously the child had suffered from pneumonia when one year old, and had had an attack of influenza and tonsillitis a month ago.
On examination: The child was found to be pale and looking ill. There was no edema and the heart and abdomen were normal. The left lung was clear, but there was impairment of the percussion note and diminished breath sounds at the left lower lobe. No crepitations were heard. The tonsils were ragged and small, and there was a naso-pharyngeal discharge. No cervical adenitis was present and the ears were normal. The urine contained albumin, granular and hyaline casts, together with blood cells, and was smoky in appearance, acid in reaction, with specific gravity 1020. Temperature 103. Pulse 146. Respiration 48.
On the fifth day after admission pain in the abdomen increased and patient was transferred to the surgical side, under care of Mr. Russell Howard; diagnosis, pneumococcal peritonitis. Suprapubic drainage was carried out. Fluid found in abdomen of a dirty yellow colour, with blood-stained coagulum, from which were cultured diplococci resembling pneumococci.
The child's state improved very much, and, although there were slight variations in temperature, both temperature and respiration had settled down in about ten days' time. The urine, however, continued to show albumin, blood and casts. She was discharged at the end of November to a convalescent home, but during the following month the temperature was noted to be unsettled, the evening rise being more pronounced. The chest was needled over the right lower lobe and pus was obtained. She was re-admitted to hospital and rib resection was carried out, the patient making an uninterrupted recovery. Pleural fluid on culture was found to contain pneumococci and streptococci.
On December 18, 1928, a catheter specimen of urine contained only a trace of albumin, a few red cells and leucocytes, and was sterile on culture.
Re-examined January 18, 1929, the child was perfectly well in every respect and weighed 49 lb. There were no abnormal physical signs, the blood-pressure was normal and the right lung appeared completely expanded. A non-catheter specimen of urine was amphotrophic in reaction, specific gravity 1004; a trace of albumin was present, there were also a few leucocytes and epithelial cells, but no casts. Blood urea 0*019 per cent.
